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INVESTIGATING INEQUITIES IN ACCESSING SOCIAL SECURITY 
DISABILITY INSURANCE AND SUPPLEMENTAL SECURITY INCOME FOR 
ADULTS EXPERIENCING HOMELESSNESS  
ANNA BOORAS 
ABSTRACT 
 
 Social Security Disability Insurance (SSDI) and Supplemental Security Income 
(SSI) are state and federally funded income programs that can provide steady health 
insurance, increasing access to healthcare and other needed services. It has been 
previously demonstrated that approval for social security disability benefits can lead to 
better access to housing and long-term subsidies, reduce emergency department usage 
and recidivism rates, and address systemic problems within the community. However, it 
has previously been shown that individuals experiencing homelessness are more likely to 
receive an unfavorable award decision, despite having more severe healthcare treatment 
needs compared to the general population. In Massachusetts, the state award rate for 
homeless applicants has averaged 22-33% over the past 2 years, compared to 45% for 
non-homeless cases awarded.  
 The primary objective of this research study was to investigate applicant and 
application characteristics associated with disability outcomes among patients at the 
Boston Health Care for the Homeless Program (BHCHP) Barbara McInnis House (BMH) 
Medical Respite Unit and to explore the effect of advocacy in increasing access to 
benefits for those who qualify. The target population for this study was individuals 
experiencing homelessness who were admitted to the BHCHP BMH Medical Respite 
  vii 
Unit and received assistance with an application or maintenance of Social Security 
benefits between the fiscal years of 2013 and 2018. The variables of interest included 
age, gender, race/ethnicity, preferred language, primary diagnosis, and housing status of 
the applicant. Presence or absence of medical advocacy letter and request of DDS 
mandated consultative examination were application characteristics of interest. The 
outcome variables were determination time and application decision. This chart review 
was retrospective and no patients were engaged with directly. All data of interest was 
pulled from the BHCHP electronic health record or the Microsoft Access database used 
for tracking application characteristics and outcomes of disability applications. 
It was shown that advocacy and assistance with the application process for SSI 
and SSDI produced an allowance rate for people experiencing or at risk of homelessness 
considered in this study that was almost twice the allowance rate for the homeless 
population in the state of Massachusetts and was significantly higher than the state 
general population. Despite the increase in allowance rate, the application determination 
times were significantly longer for the population of interest in this study as compared to 
the general population. The median age of applicant population decreased over the 
timeline of the study, but the median age of those approved did not change at the same 
rate. Under the age of 40 and mental health diagnosis, as opposed to over the age of 40 
and non-mental health diagnosis, were associated with statistically significant lower odds 
of approval for disability benefits. Medical advocacy letters were found to aid in access 
to benefits for those with mental health primary diagnoses. 
  viii 
Common denial reasons included inability of the Social Security Administration 
(SSA) to contact the applicant, missed DDS mandated consultative exam by the 
applicant, and inadequate documentation to demonstrate severity of the disability. 
Barriers included severe mental illness, cognitive disorders, chronic physical health 
conditions, substance use disorders, and lack of accurate record keeping of when, where, 
and why an individual was treated at a facility. 
 Individuals experiencing or at risk of homelessness face many systemic and 
institutionalized barriers to obtaining disability benefits that they qualify for and deserve. 
Analysis of current gaps in access to disability benefits could help illustrate how the 
current system harbors barriers to deter and deny people benefits, especially those who 
have low literacy, are poor, and have no access to advocates who could potentially help 
to garner attention to areas in need of intervention. Advocacy can help increase access to 
benefits and can help individuals achieve better health outcomes by offering a means of 
preventative care.  
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INTRODUCTION 
 
 Social Security Disability Insurance (SSDI) and Supplemental Social Security 
Income (SSI) are government subsidized programs that can provide steady income and 
health insurance for housing, treatment, and other needed services.1 The Social Security 
Administration (SSA) is the federal agency that administers the SSI and SSDI programs 
that are designed to help aged, blind, and disabled individuals by providing cash for basic 
needs, such as food, clothing and shelter.2,3 To be considered eligible for SSI or SSDI by 
SSA, one must be unable to engage in any substantial gainful activity (SGA) by reason of 
a medically determinable physical and/or mental impairments(s), which can be expected 
to last for a continuous period of not less than 12 months or result in death.1  
A person who is earning more than a specified monthly amount, as a net of 
impairment-related work expenses, is ordinarily considered to be engaging in SGA.4 
SGA depends on the nature of an individual’s disability.4 The Social Security Act of 
1935 specifies a higher SGA amount for statutorily blind individuals, whereas federal 
regulations specify a lower SGA amount for non-blind individuals.4 Generally, the SGA 
amount changes with variation in the national average wage index, but currently for 
2019, the SGA for statutorily blind individuals is $2040 and $1220 for non-blind adults.4 
SSDI cash benefits for individuals with disabilities began in 1956.1 To be 
considered eligible for SSDI, one must meet the disability criteria as described in SSA’s 
Blue Book Listings of Impairments and have worked 5 out of the past 10 years or 
received 40 work credits that are within the eligibility insurance window.1 An example of 
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the Blue Book Listing of Impairments is shown below in figure 1.3. With SSDI, the 
monthly cash benefit amount is dependent on your past salary and there is no income or 
asset limit.1 Additionally, once approved for SSDI, the individual is  enrolled in Medicare 
after 24 months of receiving benefits.5 
Introduced in 1975, SSI began as a supplemental federal income program funded 
by general tax revenues.1 It was designed to help aged, blind, and disabled individuals 
who have little or no income and no work history.2 To be deemed eligible for SSI, one 
must meet the disability criteria as described in the Listings of Impairments and have 
limited wages and resources that amount to below $2000.1 Additionally, eligible 
individuals must be a U.S. or naturalized citizen, although there are some exceptions to 
this rule, but there is no age restriction.1  Once approved for SSI, the individual is 
enrolled in the state Medicaid program.5 Figure 1.2 below shows the number of people 
receiving SSI over the past 40 years. Additionally, figures 1.4 and 1.5 detail the amount 
allotted to an individual for SSI and SSDI in 2019. 
The SSI and SSDI application process is intensive (Figure 1.1). It involves a 
systematic review of evidence by two different types of examiners.6  The initial 
application is submitted to SSA, at which point a filing date is designated. The applicant 
then has 60 days to submit all supporting documents. At SSA, non-medical eligibility, 
such as citizenship, total assets, and work history, is considered. Once non-medical 
eligibility is determined, the case is sent to Disability Determination Services (DDS), 
where medical eligibility is determined. DDS completes a thorough review of all medical 
documentation and applicant provided evidence, such as questionnaires and function 
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reports, to determine if an individual is medically disabled. DDS may ask for further 
documentation to be submitted at this point or may require that a consultative 
examination is completed by a DDS approved medical provider. A consultative 
examination is an additional exam or medical test that may be requested by a DDS 
disability examiner if the examiner feels that there is insufficient evidence to make a 
decision on the applicant’s disability status. The goal of the exam is to garner more 
evidence to support an applicant’s disability claim and is not always a requirement for the 
application process. The entire application process can often be very long, ranging from 
three months to over a year, until a determination is reached and similarly, they are many 
steps at which an applicant in need can be denied. 
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Figure 1.1 – Schematic of application process for SSI or SSDI. Cases are initially submitted to SSA for 
non-medical eligibility determination and then to DDS for medical eligibility determination. Retrieved 
from: https://soarworks.prainc.com/sites/soarworks.prainc.com/files/DisabilityAppProcessv2.png 
 
If an application is denied, the applicant will receive a denial notice letter by mail 
that includes a detailed explanation of the decision. The applicant can appeal the decision 
by requesting a reconsideration. The reconsideration request must be filed within 60 days 
of the determination and entails another DDS Medical Examiner, separate to the initial 
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examiner, considering the case for medical eligibility. The national reconsideration 
allowance rate for 2017 was 12% of cases appealed.7  
If an applicant is denied at the reconsideration level, the individual can request an 
Administrative Law Judge (ALJ) hearing. The hearing before an ALJ takes place at the 
Office of Disability Adjudication and Review (ODAR) and is a service provided by SSA. 
This is the first opportunity for an applicant to meet face-to-face with the individual 
deciding the outcome of their application. SSA will provide transportation to the hearing 
for free, but no representation is offered to the applicant. If the applicant chooses to have 
representation, they must arrange for a lawyer or attorney themselves and additionally 
pay for the services. The ALJ conducting the hearing has had no part in the original 
decision or reconsideration of the case and the hearing is usually held within 75 miles of 
where the applicant lives to allow for accessibility. The 2017 national allowance rate for 
the ALJ hearing was 47%.7 
Beyond the ALJ hearing, the final SSA administrative appeal is the Appeals 
Council review.7 The council can affirm, modify, or reverse the ALJ’s decision or return 
the case to the original ALJ for another review.7 When cases are reversed at the review, 
there was usually an error in the law, the findings of the ALJ were not supported by 
substantial evidence, there was a broad policy or procedural issue that may affect the 
general public interest, or new material evidence was submitted.7 If denied at the Appeal 
Council review, an applicant’s last attempt is to file for a Federal District Court Review.7 
The appeals process can be very lengthy, occurring over years, and similarly can be 
expensive for the applicant if they choose to hire representation from an attorney. 
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Common denial reasons for reconsiderations and appeals are medical providers 
failing to turn over records or inability to obtain records due to either cost or access 
requirements, including HIPAA restrictions. Additionally, an applicant’s inability to 
accurately articulate their limitations, because the applicant may be in denial, lack 
judgement and not understand the disability, or because their impairment by definition 
makes it a difficult task, such as a cognitive or speech impairment, could also potentially 
lead to an initial denial and delay the process.7 It is possible that after the lengthy appeals 
process, an applicant’s condition may have worsened and diagnoses may have been 
changed or added because some disabling conditions may take longer to diagnose 
definitively. An applicant may have sought new treatment, been hospitalized, or been 
referred to other doctors, providing more evidence to support a claim. If an appeal is 
successful, retroactive cash benefits and medical coverage will be awarded to the 
applicant.7  
 Individuals receiving SSI who are incarcerated for less than one calendar month 
have no effect on their benefits. For those who are incarcerated between 1 and 12 months, 
SSI benefits are suspended, but can be reinstated upon release. If the individual is 
incarcerated for greater than 12 months, then benefits are terminated and the individual 
must reapply, regardless of what the individual was incarcerated for or if they are held, 
but then ultimately not sentenced. Reapplication for benefits can be made 30 days prior to 
an expected release date, but benefits cannot begin until the release occurs and discharge 
paperwork is submitted to SSA. A pre-release agreement between the jail facility and 
SSA can allow for this time period to be extended to 120 days prior to release.8 For SSDI, 
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similar rules apply. If the incarceration is less than one month, there is no effect on 
benefits. Recipients of SSDI are eligible to continue receiving their benefits until they 
have been convicted of a criminal offense and are confined to a penal institution for more 
than 30 continuous days. 
 
Effects of Benefits 
 
Accessing benefits such as SSI and SSDI is important as it can lead to better 
access to health insurance and care services, long-term housing subsidies, and can 
additionally reduce emergency department usage, preventing overcrowding and 
addressing systemic problems within the community.5 Previous research in the subject 
has suggested that efforts to reduce emergency department use among the homeless 
frequent users should be targeted toward addressing underlying risk factors.5 Higher rates 
of emergency department usage create strain on the health care system and suggest 
systemic problems such as poor access to non-emergency health care and failure to 
address preventable injuries or illnesses.5,9–11 It is true that high rates of use can reflect 
both a large population of people using the emergency department occasionally as 
opposed to a small portion of people using it repeatedly.5,12 However, the latter appears to 
be true, as persons experiencing homelessness use the emergency department 3 times 
more per year than the general population and, similarly, previous studies have shown 
that homelessness is associated with repeated emergency department use.12–14 It is 
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thought that homeless individuals are at a higher risk for requiring emergency care 
because of elevated rates of both unintentional injuries and traumatic injuries from 
assault, compounded by a lack of medical insurance or access to primary medical 
care.5,11,15–17 The emergency department is left as the only option to care for higher rates 
of poor health status and morbidity.14 
 
 
 
Figure 1.2 – Individuals receiving federally funded SSI payments from 1974 to 2015 in millions. 
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Figure 1.3 – Example of Listing of Criteria for a disability found in the Social Security Bluebook Listings 
of Impairments. Retrieved from https://www.ssa.gov/disability/professionals/bluebook/12.00-
MentalDisorders-Adult.htm#12_15 
 
Figure 1.4 – 2019 Massachusetts SSI benefits with state supplemental portion. 
 10 
 
 
Figure 1.5 – 2019 Massachusetts SSI benefits threshold amounts. 
 
 
 
General Barriers 
 
Nationally, the allowance rate for SSI/SSDI is less than a third of adults who 
apply. Only 10-15% of first-time applicants, who apply without assistance, are approved, 
compared to over 50% approved with assistance.1 Individuals who are experiencing 
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homelessness are furthermore at a significant disadvantage, as the Massachusetts state 
award rate for homeless applications was only 22-33% over the past 2 years, compared to 
45% for awarded non-homeless cases.1 The most common reasons for denials among the 
homeless are inability of SSA to contact the applicant, missed DDS mandated 
consultative exams by the applicant, and inadequate documentation.1,6,18  Other barriers 
for homeless applicants  include severe mental illness, cognitive disorders, learning 
disabilities, chronic physical health conditions, substance use disorders secondary to 
primary diagnosis, and lack of accurate record keeping of when, where, and why there 
were treated at facilities.1–3,5,6,18  
In previous work, it was demonstrated that within the homeless population, there 
are additional barriers to receiving benefits. Physiological measures have been shown to 
positively correlate to allowance, when adjusted for age, sex, race, and other 
demographics.2 For example, it has been found that older applicants, generally ages 50 to 
65, were more likely to receive an allowance.1 It has also been show that homeless 
individuals with mental illness are at a significant disadvantage, as they may be 
cognitively impaired and also lack the support necessary to complete the strenuous 
application process.6 As homeless adults have a greater need for health care and 
prescription medication relative to the general population, accessing benefits can help to 
offset these burdens.19 
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Mental Health Barriers 
 
Homeless adults with severe mental illness are often distrustful of impersonal 
agencies and may not have family members or advocates to help them negotiate complex 
bureaucratic procedures.6  The reverse is also true, that agency staff at SSA and DDS 
often lack the time, expertise, and training to provide special assistances to individuals 
with mental illness.6 Homeless adults experience higher rates of negative health 
outcomes,20 further highlighting the need for assistance in accessing benefits. This is even 
more true for individuals with serious mental disorders, as in the 1960’s and 1970’s many 
people with mental illness were discharged from institutions into the community, without 
access to mental and physical health care, housing assistance, or income supports.6,21,22 
It has been shown that income support is among the most important factors for 
people with serious mental illness to access housing.6,23 Additionally, it has been shown 
that there is a significant relationship between increased public support payments and 
successful housing outcomes.6,24 
 
 
 Gender Barriers 
 
Evidence suggests that women experiencing homelessness have a greater need for 
behavioral health services compared to their male counterparts.25,26  Female SSI 
applicants were found to have significantly longer processing times for a determination 
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and it was found that females were more likely to receive an unfavorable decision (Odds 
Ratio=0.73, Confidence Interval=0.65-0.82).1 Lower approval rates for women 
experiencing homelessness could be a result of barriers to accessing services and also 
may reflect underreporting of behavioral health conditions.27 
 
 
Incarceration Barriers 
 
Individuals who have been released from incarceration have also been shown to 
be at a disadvantage in receipt of disability benefits.18 It has been estimated that 17% of 
people currently incarcerated are suffering from a severe mental illness and that 10% of 
individuals on parole are homeless, leaving these individuals with a significant lack of 
support and treatment to help facilitate their reentrance into the community.18 
 Discussion of access to benefits is closely tied to the criminal justice system and 
the jail incarceration cycle for those experiencing serious mental illness. Individuals 
involved with the justice system with mental illness compared to those without are more 
likely to experience homelessness, have a co-occurring disorder, burden the health care 
system with high use and cost, and be psychologically impaired due to extensive trauma 
history.8  Furthermore, half of the incarcerated individuals with mental illness committed 
nonviolent crimes, such as trespassing, disorderly conduct, and other offenses directly 
resulting from symptoms of untreated mental illness.28 This highlights the need of 
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advocacy within the jail system to help inmates access services that may prevent 
recidivism and address the treatment needs of inmates for their mental illness. 
 Nearly a quarter of both state prisoners and jail inmates with a mental health 
problem, compared to a fifth of those without, had three or more prior incarcerations.8 
This suggests that those who are incarcerated with mental health issues are contributing 
hugely to the incarceration cycle. About 74% of state prisoners and 76% of local jail 
inmates who had a mental health problem had a co-occurring substance dependence and 
were twice as likely to have been homeless in the year before their arrest.8 Female 
inmates have a much higher rate of mental health problems compared to males (73% to 
55%) and among state prisons, 62% of white inmates, compared to 55% of blacks and 
46% of Hispanics, had a mental health problem.8 Inmates aged 24 or younger had the 
highest rate of mental health problems.8 Low rates of employment and high rates of 
homelessness and foster care were more common among inmates with mental health 
problems.8 However, only 1 in 2 state prisoners and 1 in 6 jail inmates who had a mental 
health problem received treatment while incarcerated.8 As jails hold inmates for shorter 
terms, while prisons hold offenders for more than a year, prisons offer a greater 
opportunity for inmates to receive clinical mental health diagnosis and treatment by a 
professional.8 However, there is still a clear deficit in accessing mental health treatment 
while incarcerated and this contributes to cycling back through the system. 
 State prisoners with mental health problems had on average 5 months longer 
sentences than prisoners without mental health problems, with length of stay varying 
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based on the severity of the mental illness. The added cost to the criminal justice system 
for an individual with mental illness is 7 times higher than without.8,28,29 This is because 
justice-involved persons with serious mental illness are less likely to make bail or stay 
considerably longer before making bail.29 Furthermore, the jail population is declining on 
average by 6% per year, whereas the jail population with mental health illness is 
increasing by 26%,29 suggesting that there is an increasing need for intervention of those 
with mental illness involved with the justice system. Similarly, in 2011-2012, half of state 
and federal prisoners and local jail inmates reported having a chronic condition including 
cancer, high blood pressure, stroke-related problems, diabetes, cardiovascular disease, 
kidney disease, asthma, and cirrhosis of the liver.30 Early intervention before release from 
incarceration to reduce risk of homelessness and also recidivism, would reduce the 
likelihood of negative health outcomes. Jails have a legal obligation to provide health and 
mental health care for inmates,31 but from the above statistics, it seems that this 
obligation is not being met. Additionally, post-incarceration, 10% of individuals on 
parole are homeless,18 and thus left with a significant lack of support and treatment to 
guide reentrance into the community and reduce recidivism. This 10% might be an 
underestimate, as one study found that in San Francisco and Los Angeles, 30-50% of 
people on parole were homeless.32 Lack of resources and treatment, inability to work and 
find employment, and no housing options leads to increased homelessness and 
perpetuates the incarceration cycle. Increasing access to SSI and SSDI for incarcerated 
individuals who are suffering from mental illness offers a tangible intervention by 
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supporting better overall health outcomes and ending the cycling back through the justice 
system. 
 
 
Significance 
 
In Massachusetts for the 2016 fiscal year, the median SSI allowance rate for 
individuals experiencing homelessness was only 31%, compared to 46% for the housed 
population. The federal rate is similar to this with a 28.5% SSI allowance rate for 
individuals experiencing homelessness and 45% for all initial applications for the housed 
population. People experiencing homelessness have a greater need for health care 
compared to the general population, despite facing many barriers to obtaining the benefits 
that they qualify for. It has been shown previously that using advocacy and including 
critical components of the application can lead to a 65% approval rate.33 This method 
entails using formal representation of the client by a case manager, submission of medical 
records with initial application, completion of a medical summary report to synthesize 
medical evidence with co-signature of a physician or psychiatrist, and quality review of 
the application before submission.33  
The goal of this work is to analyze and track outcomes of Social Security 
applications that have had assistance and to review the outcomes, in order to fine tune 
application methods to improve allowance rate and to facilitate faster decision response 
times. Additionally, the aim of this study to explore quality of life improvements of past 
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applicants who received favorable decisions and to review their accessibility to housing 
to see if SSI or SSDI may have helped facilitate the housing process. In this work, an 
application method is demonstrated to allow for higher approval rates of Social Security 
benefits and faster determination times within the homeless population. 
 
 
Specific Aims and Objectives 
 
The primary aim is to determine applicant and application characteristics 
associated with disability application outcomes among patients in the Barbara McInnis 
House Medical Respite Unit. The target population for this study is individuals 
experiencing homelessness who have been admitted to respite and have received 
assistance with application or maintenance of Social Security benefits between the fiscal 
years of 2013 to 2018. The predictor variables of interest are age, sex, race/ethnicity, 
primary diagnosis, DDS consultative examination, and housing status at the time of 
application. The outcome variables of interest are application processing time and 
application outcome. Statistical analysis will be performed to determine any significant 
findings. 
This study will be accomplished by performing a de-identified chart review of 
those patients assisted in the application process. For this, we will examine the social 
security applications submitted by the social security team at Boston Health Care for the 
Homeless Program for patients staying in the Barbara McInnis House Medical Respite 
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Unit and track the approvals and denials for SSI/SSDI and the application timelines. The 
demographics of the approvals and denials will be analyzed and the denial reasons will be 
investigated. We will examine the role of advocacy in application for benefits, and 
investigate the benefits of receiving SSI or SSDI on quality of life within the homeless 
population. The timeline of the study will cover any assistance of patients with 
maintenance of benefits or reinstatements and reconsiderations during the past 6 fiscal 
years (2013-2018). A fiscal year is defined as July 1 to June 30. 
The objective of the study is to refine the methods used for completing 
applications in hopes of raising the approval rate and also reducing the application time. 
Additionally, for those that were approved for Social Security benefits, access to housing 
and quality of life improvements after approval date will be assessed. The goal of this 
research will be to improve current methods of the application process, examine the 
advantage of advocacy in application for benefits, and investigate the benefits of 
receiving SSI/SSDI on quality of life within the homeless population. 
It is expected that adults experiencing homelessness who have received assistance 
with application for benefits will have a higher allowance rate than those who did not, by 
state-wide comparison. Application processing times are expected to be longer for 
homeless applicants compared to the general population. Younger homeless individuals 
will have lower allowance rates than older homeless people. Additionally, it is 
hypothesized that homeless applicants who received consultative examination requests 
will have lower allowance rates than those who did not. 
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METHODS  
 
This research study was approved by the BUSM/BMC Institutional Review Board 
(IRB Approval Number: H-37815; Approval Date: 08/01/2018). 
At Boston Health Care for the Homeless Program (BHCHP), our 
multidisciplinary team aims to facilitate successful outcomes of Social Security benefits 
applications, using a modified adaptation of the model defined by the SSI/SSDI 
Outreach, Access, and Recovery (SOAR) program, a project funded by the Substance 
Abuse and Mental Health Services Administration (SAMHSA). At the BHCHP medical 
respite facility, the Barbara McInnis House (BMH), we assist patients who are in-house 
with Social Security benefits including new applications, reconsiderations, administrative 
appeals at the ALJ level, post-incarceration assistance, representative payee facilitation, 
and reinstatements. Our methods include an adapted approach to the SOAR program that 
aims to increase access to SSI/SSDI for eligible adults who are experiencing or at risk of 
homelessness and have mental illness, medical impairment, and/or a co-occurring 
substance use disorder, that involves reviewing the patient’s medical status for eligibility. 
Our team includes one medical doctor, one manager, and two patient benefits 
coordinators. At the time of admission to BMH, a patient will be screened for source of 
income. If the patient has no income, the patient’s medical chart will be examined for any 
chronic injuries, illnesses, or conditions that may meet the listing of impairments criteria 
as documented in the Social Security Bluebook. If the patient preliminarily meets the 
disability criteria, the patient will be assisted with application for benefits. The initial 
application is submitted, and follow up questionnaires, such as the Work History and 
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Function report, are completed. If the case is particularly tough to decide or considered 
borderline disability by criteria, a medical summary report that advocates for the patient 
to receive benefits will be written and included in the application. 
  
 
Figure 2.1- Schematic of workflow from when a patient is admitted to medical respite at the Barbara 
McInnis House without a source of income and is preliminarily deemed eligible for SSI/SSDI by social 
security team at BHCHP. Adapted from Making a difference: Getting homeless patients benefits they are 
entitled to. By Author Mardge Cohen, M.D. et. al. Boston Health Care for the Homeless Program, talk 
given at APHA Annual Meeting, Atlanta Georgia, 2017. 
 
 
Data Tracking 
 
This study involved a chart review of the BHCHP electronic health record and a 
Microsoft Access database. A Microsoft Access Database is maintained to track 
application outcomes, names, submission date, primary diagnosis, and determination 
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outcomes. Other demographic information, including medical record number, date of 
birth, sex, race, ethnicity, preferred language, housing status, and deceased status, is 
pulled from the BHCHP electronic health record and is added to the database. 
 Primary diagnosis is pulled from the application that is completed with the patient 
while in-patient at BMH. Letters of determination are sent to BMH from SSA after an 
SSA-1696 form is signed by the applicant to allow for assistance and follow up for a 
case. The primary diagnosis, application date, determination date, determination 
outcome, and denial reason, if applicable, is pulled from these letters and saved in the 
Microsoft Access database. 
 The available options for ethnicity were Hispanic, defined as being a person of 
Spanish or Latin American descent living in the United States, or non-Hispanic. The 
available options for housing status as documented in the electronic health record include 
street, shelter, doubling up, supportive housing, housing with no supportive services, 
transitional housing or residential treatment program, assisted living facility or nursing 
home or rest home, or unknown. For simplicity, the housing statuses were divided into 
two categories, 1) literal homelessness or 2) at risk of homelessness. Literal homelessness 
was defined as sleeping outside, in a shelter, or in transitional housing. At risk of 
homelessness was defined as at risk of losing accommodation or, for example, supportive 
housing, housing without supportive services, or an assisted living facility. 
 Data on applications submitted from Fiscal Year 2013 to 2018, were included in 
this study. The sample was 346 applicants with a determination. The mean age of 
 22 
applicants was 49.3±3.6 years of age. Applicants were predominately male (N=255), with 
91 females.  
 
 
Data Analysis 
 
 Allowance rates and other data analysis from raw data were calculated using 
Microsoft Excel. The data analyzed was statistically compared to the data released each 
fiscal quarter by Disability Determination Services in the state of Massachusetts, 
including allowance rates and average application determination time. A χ2 test of 
independence was used to determine statistical significance between the categorical 
variables when appropriate. A lower-tailed hypothesis test was used to test statistical 
significance in decrease of determination time when a medical advocacy letter was 
included with the application. 
Odds ratios of the dichotomous outcome variable are presented within a 95% 
confidence interval. An empirical distribution was used to calculate odds ratios and 95% 
confidence interval using the R programming language (R version 3.5.1 2018-07-02 
“Feather Spray”). P-values were calculated using The Fisher’s Exact Test with sample 
size of N=320. Several data points were excluded due to incomplete information for all 
variables associated with each individual applicant. 
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Odds ratios calculated from fiscal years 2017 and 2018 used a statistical 
distribution from a linearized model using the glm Fitting Linearized Model in the R 
programing language. 
For calculation of odds ratios, the applicant and application characteristics 
variables and outcomes were coded as follows: Determination (Denied=0, Approved=1), 
Gender (Male=0, Female=1), Ethnicity (Non-Hispanic=0, Hispanic=1), Race (White=0, 
Black=1), Age (Over 40=0, Under 40=1), Diagnosis (Non-Mental Health=0, Mental 
Health=1).   
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RESULTS 
 
 Application determinations and timelines were examined as outcome variables 
with respect to applicant and application characteristics as independent variables. Data 
was compared to Massachusetts state DDS determinations and to previously published 
data. 
 
Table 3.1 – DDS State-wide SSI and SSDI median allowance rates for fiscal year 2016. 
Homeless 
SSI 31.03% 
SSDI 21.63% 
Reconsideration 22.10% 
Housed 
SSI 46.07% 
SSDI 40.83% 
Reconsideration 21.60% 
 
 
 
 
 Table 3.1 demonstrates the DDS reported state-wide for Massachusetts SSI, 
SSDI, and reconsideration median allowance rates for fiscal year 2016. The nation-wide 
initial approval rate for the homeless population is 28.5% and for the housed population 
is 45% for initial applications.1 
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Table 3.2 – SSI allowance rates for applications submitted from fiscal year 2013 to 2019 for patients 
assisted with application for benefits at BMH. *Insufficient data for FY13; incomplete data for FY19. 
SSI FY13* FY14 FY15 FY16 FY17 FY18 FY19* TOTAL 
Approved 
Initial 7 29 26 19 43 31 4 159 
Appeal 1 6 6 3 9 5 1 31 
Denied 
Initial 3 23 29 32 39 23 2 151 
Appeal 0 3 12 4 3 3 2 27 
Total 11 61 73 58 94 62 9 368 
Rate 
Initial 70% 55.77% 47.27% 37.25% 52.44% 57.41% 66.67% 51.29% 
Appeal 100% 66.67% 33.33% 42.86% 75.00% 62.50% 33.33% 53.45% 
 
 Overall, our SSI allowance rates for the past 6 fiscal years have been significantly 
higher than the federal median initial allowance rate for the homeless population, with a 
median allowance rate of 51.29% for initial applications and 53.45% for reconsiderations. 
A χ2 test of independence was performed to investigate statistical significance. The null 
hypothesis was rejected and a statistically significant difference was determined between 
the results of this study and the federal median allowance rates for initial applications 
(χ2=10.83, df=1, α=0.05) and reconsiderations (χ2=21.64, df=1, α=0.05) for the homeless 
population. 
 
Table 3.3 – SSDI allowance rates for applications submitted from fiscal year 2013 to 2019 for patients 
assisted with application for benefits at BMH. *Insufficient data for FY13; incomplete data for FY19. 
SSDI FY13* FY14 FY15 FY16 FY17 FY18 FY19* TOTAL 
Approved 1 6 8 8 13 5 1 42 
Denials 5 26 18 26 27 15 1 118 
Not 
Enough 
Work 
Credit 
4 16 28 12 30 25 6 121 
Total 10 48 54 46 70 45 8 281 
Allowance 
Rate 
16.67% 18.75% 30.77% 23.53% 32.50% 25.00% 50.00% 26.25% 
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 Our SSDI allowance rates are consistent with the state-wide/federal rates as 
shown in table 3.3. The median allowance rate for FY13 to FY19 was 26.25% for initial 
applications submitted. 
 The allowance rates for applications submitted from FY13 to FY18 were 
examined for race, ethnicity, and preferred language of the applicant. 
 
 
Table 3.4 – SSI determinations for those assisted with application for benefits based on ethnicity (Hispanic 
or non-Hispanic) 
 APPROVED DETERMINED 
Fiscal Year 13 14 15 16 17 18 13 14 15 16 17 18 
Non-
Hispanic 
7 28 21 17 46 31 10 55 53 45 82 54 
Hispanic 0 1 4 2 1 3 0 2 5 6 3 5 
 
 
 
 
Table 3.5 – SSI allowance rates for those assisted with application for benefits based on ethnicity (Hispanic 
or non-Hispanic) 
 
 
 
 
 
 
 
 
 
Fiscal Year 13 14 15 16 17 18 
Non-
Hispanic 
70.00% 50.91% 39.62% 37.78% 56.10% 57.41% 
Hispanic  50.00% 80.00% 33.33% 33.33% 60.00% 
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 As shown in tables 3.4 and 3.5, non-Hispanic applicants had higher allowance 
rates for SSI in fiscal years 2016 and 2017. 
 Applicant demographics were also examined by race for the past six fiscal years. 
The majority of the applicants either identified as white or black. As a result, white or 
black were the only race options investigated. 
 
 
Table 3.6 – SSI determinations for those assisted with application for benefits based on race (white or 
black). 
 APPROVED DETERMINED 
Fiscal 
Year 
13 14 15 16 17 18 13 14 15 16 17 18 
White 4 12 18 6 37 24 7 31 43 28 65 35 
Black 3 13 4 8 10 7 3 21 12 16 19 17 
 
 
 
 
 
 
 
Table 3.7 – SSI allowance rates for those assisted with application for benefits based on race (white or 
black). 
Fiscal 
Year 
13 14 15 16 17 18 
White 57.14% 38.71% 41.86% 21.43% 56.92% 68.57% 
Black 100.00% 61.90% 33.33% 50.00% 52.63% 41.18% 
 
 
 
 
 Table 3.6 and 3.7 show the results of application outcomes based on race. For the 
past two fiscal years (2017 and 2018), applicants who identify as white had a higher 
allowance rates than those who identify as black. This is shown in table 3.8 and figure 3.1 
below. 
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Table 3.8 – SSI determinations allowance rates for those assisted with application for benefits based on 
race (white or black) for the fiscal years 2017 and 2018. 
 APPROVED DETERMINED ALLOWANCE 
RACE FY17 FY18 FY17 FY18 FY17 FY18 
White 37 24 65 35 56.92% 68.57% 
Black 10 7 19 17 52.63% 41.18% 
Unknown 5 5 7 10 71.43% 50.00% 
Refused 0 0 1 0   
 
 
 
 
Figure 3.1 – SSI determinations allowance rates for those assisted with application for benefits based on 
race (white or black) for the fiscal years 2017 and 2018. 
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 The preferred language of the applicant was also examined to see if there was a 
correlation with allowance rates. The languages English and Spanish were predominant 
and consequently were the only languages investigated. 
 
 
Table 3.9 – SSI determinations for those assisted with application for benefits based on language (English 
or Spanish). 
 APPROVED DETERMINED 
Fiscal Year 13 14 15 16 17 18 13 14 15 16 17 18 
English 7 27 25 18 46 34 10 54 59 49 84 60 
Spanish 0 0 1 1 1 2 0 1 1 2 1 2 
 
 
 
 
 
 
 
 
 
Table 3.10 – SSI allowance rates for those assisted with application for benefits based on language 
(English or Spanish). 
Fiscal Year 13 14 15 16 17 18 
English 70.00% 50.00% 42.37% 36.73% 54.76% 56.67% 
Spanish  0.00% 100.00% 50.00% 100.00% 100.00% 
 
 
 
 The applicants assisted with application for benefits were principally English 
speakers. Subsequently, no conclusions could be appropriately made from the data 
because there was not enough power to test the hypothesis. 
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 The age of the applicants was examined, as shown in figure 3.2 below. The 
median age of all applicants assisted in the past six fiscal years was 49.3 with a standard 
deviation of 3.6 years. 
 
 
 
 
Table 3.11 – Median age for those assisted with application for benefits for fiscal years 2013 to 2019 
*Insufficient data for FY13; incomplete data for FY19. 
Fiscal Year 13* 14 15 16 17 18 19* TOTAL 
Applied 55.2 52 48.9 48.5 49.8 47.3 43.7 49.3±3.6 
Approved 55.8 55.2 52.6 51.9 52.7 50 47 52.2±3.0 
 
 
 Table 3.11 shows that the median age of applicants has been decreasing since 
fiscal year 2013. However, the median age of applicants that are approved for benefits 
has not been changing at the same rate and remains hovering around 50 years old. 
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Figure 3.2 – Age for those assisted with application for benefits for the fiscal years 2014 through 2018. 
 
 
 Of note in figure 3.2, applicant’s age has seemed to have decreased over the past 
six years, specifically in the 30-40 age group, when compared to older age groups that 
were assisted with application. 
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Figure 3.3 – SSI determination allowance rates for those assisted with application for benefits based on age 
for the fiscal years 2014 through 2018. 
 
  
It is evident that although applicants are getting younger in Figure 3.2 above, the 
same trend is not seen in the allowance rate. The older applicants are much more likely to 
get approved. 
 Primary diagnosis of applicant was also examined and allowance rates were 
calculated. The majority of applications submitted have mental disorders listed as the 
primary diagnosis, accounting for 49% of all applications submitted, as shown in figure 
3.4 below.  
 
 
 
 
 
 
 
 
0%
10%
20%
30%
40%
50%
60%
70%
80%
90%
100%
20-30 30-40 40-50 50-60 60-70 70-80
ALLOWANCE RATE
FY 14 FY15 FY16 FY17 FY18
 33 
Table 3.12 – Primary diagnosis determinations and allowance rate for those assisted with application for 
benefits for fiscal years 2013 to 2018.  
PRIMARY DIAGNOSIS APPROVALS DETERMINATIONS ALLOWANCE 
Cancer 13 21 61.90% 
Cardiovascular System 11 27 40.74% 
Digestive System 12 19 63.16% 
Endocrine Disorders 2 6 33.33% 
Genitourinary Disorders 2 2 100.00% 
Hematological Disorders 2 2 100.00% 
Immune System Disorders 8 14 57.14% 
Mental Disorders 61 170 35.88% 
Musculoskeletal System 14 28 50.00% 
Neurological 14 38 36.84% 
Respiratory System 5 10 50.00% 
Special Senses & Speech 4 6 66.67% 
Skin Disorders 2 6 33.33% 
 
 
 
Figure 3.4 – Primary diagnosis for SSI applications submitted for those assisted with application for 
benefits for the fiscal years 2013 through 2018. 
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Figure 3.5 – Primary diagnosis for SSI applications approved for those assisted with application for 
benefits for the fiscal years 2013 through 2018. 
 
 Examining figures 3.4 and 3.5 shows that although mental health as a primary 
diagnosis accounts for 49% of all applications submitted, only 41% of all approvals 
received are for mental health applications. This accounts for only a 35% of approval rate 
for mental health diagnosis applications submitted, as shown in table 3.10 above. Most of 
the applications approved are for diagnoses such as cancer, cirrhosis and other digestive 
system illnesses or conditions, and cardiovascular-related health issues. 
 The determination time was calculated as the number of days from submission to 
when a determination, either an approval or denial, was received. The determination time 
was then compared to the general population nation-wide. 
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Table 3.13 – Determination time in days for fiscal years 2013 to 2018 compared to the general 
population. The determination time was defined as the number of days from submission of the 
application to SSA until a determination of approval or denial was received. 
 
 
 
 
The determination time for SSI and SSDI was significantly longer for those 
experiencing homelessness that we assisted with application than those within the general 
population. However, the time for a determination to be received for a reconsideration 
was shorter than compared to the general population nationally.  
The denial reason was also examined for applications that received unfavorable 
outcomes on their disability applications. Overwhelmingly, the most common reason for 
denial was that the medical condition was found to be not severe enough to be disabling 
for the applicant. 
 
Table 3.14 – Denial reasons for unfavorable outcomes on applications submitted for fiscal years 
2013 to 2018. The percentage of denials for that reason was also calculated. 
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Table 3.13 – Determination time in days for fiscal years 2013 to 2018 compared to the general population. 
The determination time was defined as the number of days from submission of the application to SSA until 
a determination of approval or denial was received. 
 FY13-16 FY17 FY18 TOTAL GENERAL POPULATION 
SSI 127.44 118.9 115.9 124.09 109.1 
SSDI 109.31 66.92 72.33 96.08 90 
RECON 100.67 63.5 101.7 94.65 106 
  
The determination time for SSI and SSDI was significantly longer for those 
experiencing homelessness that we assisted with application than those within the general 
population. However, the time for a determination to be received for a reconsideration 
was shorter than compared to the general population nationally. 
The denial reason was also examined for applications that received unfavorable 
outcomes on their disability applications. Overwhelmingly, the most common reason for 
denial was that the medical condition was found to be not severe enough to be disabling 
for the applicant.  
 
Table 3.14 –Denial reasons for unfavorable outcomes on applications submitted for fiscal years 2013 to 
2018. The percentage of denials for that reason was also calculated. 
DENIAL REASONS FY13* FY14 FY15 FY16 FY17 FY18 FY19* TOTAL  
Insufficient Medical 
Evidence 0 4 5 3 9 2 0 23 19.49% 
Alcohol Use 0 0 0 0 1 0 0 1 0.85% 
Medical Not Severe 
Enough 0 5 14 9 19 17 3 67 56.78% 
Eligibility for Benefits has 
Passed 0 1 0 1 5 2 0 9 7.63% 
Missed CE 1 5 6 1 4 1 0 18 15.25% 
Not Enough Work  Credits 4 16 28 12 30 25 6 121  
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Table 3.13 – Determination time in days for fiscal years 2013 to 2018 compared to the general population. 
The determination time was defined as the number of days from submission of the application to SSA until 
a determination of approval or denial was received. 
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for the applicant.  
 
le 3.14 –Denial reasons for unfavorable outc mes on applications submitted for fiscal years 2013 to 
2018. The percentage of denials for that reason was also calculated. 
DENIAL REASONS FY13* FY14 FY15 FY16 FY17 FY18 FY19* TOTAL  
Insufficient Medical 
Evidence 0 4 5 3 9 2 0 23 19.49% 
Alcohol Use 0 0 0 0 1 0 0 1 0.85% 
Medical Not Severe 
Enough 0 5 14 9 19 17 3 67 56.78% 
Eligibility for Benefits has 
Passed 0 1 0 1 5 2 0 9 7.63% 
Missed CE 1 5 6 1 4 1 0 18 15.25% 
Not Enough Work  Credits 4 16 28 12 30 25 6 121  
 36 
  
Frequently, applications were also denied because of insufficient medical 
evidence to show that an applicant meets the criteria for being disabled (19.49%). A 
relative portion of denials (15.25%) was also attributed to the applicant missing the 
consultative examination that was required by discretion of the DDS examiner assigned 
to the case. 
 
Gender 
 Allowance rates were calculated for female and male applicants for each decade 
age group of applicants. 
 
 
 
Table 3.15 – Age group allowance rates for the past five fiscal years broken down by gender. 
 
FY14 FY15 FY16 FY17 FY18 TOTAL 
 
Male 
(N=52) 
Female 
(N=9) 
Male 
(N=50) 
Female 
(N=22) 
Male 
(N=41) 
Female 
(N=17) 
Male 
(N=69) 
Female 
(N=25) 
Male 
(N=43) 
Female 
(N=18) 
Male 
(N=255) 
Female 
(N=91) 
20-30 
100.0%   0.0%   100.0%   
0.0%   50.0%   
21.1% 0.0% 
30-40 
25.0% 50.0% 20.0% 50.0% 0.0% 25.0% 
60.0% 14.3% 40.0% 25.0% 
42.1% 31.0% 
40-50 
8.3% 50.0% 33.3% 75.0% 28.6% 25.0% 
25.0% 33.3% 53.3% 50.0% 
31.6% 50.0% 
50-60 
72.7% 100.0% 60.0% 60.0% 44.4% 40.0% 
73.7% 60.0% 61.5% 80.0% 
67.9% 45.2% 
60-70 
80.0% 100.0% 100.0% 0.0% 71.4% 100.0% 
81.8% 50.0% 100.0% 100.0% 
86.2% 56.3% 
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Males were approved more often in younger age groups, including 20–30 and 30–
40 years old, and also in older age groups, including 50-60 and 60-70 years old, when 
compare to their female counterparts. 
Race, ethnicity, and preferred language were examined by gender for fiscal years 
2017 and 2018. White males were found to be approved more often than white females 
for the past two fiscal years. There was not enough power to come to any conclusions 
regarding differences in gender between Hispanic and non-Hispanic ethnicities or 
preferred language. 
 
Table 3.16 – Ethnicity and race allowance rates for the past five fiscal years broken down by gender 
 
YEAR FY14 FY15 FY16 FY17 FY18 
GENDER Male Female Male Female Male Female Male Female Male Female 
ETHNI-
CITY 
Hispanic 50.0%  66.67% 100% 50.0% 0.0% 50.0%  60.0%  
Non-
Hispanic 53.49% 71.43% 44.12% 42.86% 38.71% 35.71% 55.6% 41.2% 56.3% 57.1% 
RACE 
White 40.91% 60.0% 42.86% 54.55% 22.22% 20.0% 61.0% 35.3% 70.6% 64.3% 
Black 61.11% 100% 42.86% 25.00% 50.0% 50.0% 42.9% 100% 38.5% 0.0% 
 
 
 
Table 3.17 – Preferred language allowance rates for the past two fiscal years broken down by gender. 
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 Males were approved more often in younger age groups, including 20-30 and 30-
40 years old, and also in older age groups, including 50-60 and 60-70 years old, when 
compare to their female counterparts. 
 Race, ethnicity, and preferred language were examined by gender for fiscal years 
2017 and 2018. White males were found to be approved more often than white females 
for the past two fiscal years. There was not enough power to come to any conclusions 
regarding differences in gender between Hispanic and non-Hispanic ethnicities or 
preferred language. 
 
 
 
Table 3.16 – Ethnicity and race allowance rates for the past five fiscal years broken down by gender. 
YEAR FY14 FY15 FY16 FY17 FY18 
GENDER Male Female Male Female Male Female Male Female Male Female 
ETHN-
ICITY 
Hispanic 50.0%   66.67% 100% 50.0% 0.0% 50.0%   60.0%   
Non-
Hispanic 
53.49% 71.43% 44.12% 42.86% 38.71% 35.71% 55.60% 41.20% 56.30% 57.10% 
RACE 
White 40.91% 60.0% 42.86% 54.55% 22.2 % 20.0% 61.0% 35.30% 70.60  64.30% 
Black 61.11% 100  42.86% 25.00% 50.0% 50.0% 42.90% 100% 38.50  0.0% 
 
 
 
Table 3.17 – Preferred language allowance rates for the past two fiscal years broken down by gender. 
YEAR FY17 FY18 
GENDER Male Female Male Female 
PREFFERED 
LANGUAGE 
English 59.60% 25.00% 55.60% 60.00% 
Spanish 100.00%   100.00%   
Polish   100.00%     
Unknown 33.30% 66.70%     
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 Gender differences in primary diagnosis were also examined. The allowance rate 
for each primary diagnosis was calculated for both the male and female gender. It was 
found that men are approved more often than their female counterparts for primary 
diagnoses of the digestive system (85.7% of men who applied and were approved, 
compared to 50% of woman who applied and were approved) and cancer (81.3% of men 
who applied, compared to 42.9% of woman who applied). 
 
 
 
 
Table 3.18 –Primary diagnosis allowance rates for the past two fiscal years broken down by gender. 
YEAR FY14 FY15 FY16 FY17 FY18 TOTAL 
GENDER Male Female Male Female Male Female Male Female Male Female 
Male 
(N=247) 
Female 
(N=89) 
Musculoskeletal 
System 
100.0% 100.0% 40.0% 100.0% 80.0% 100.0% 40.0% 0.0%   52.4% 71.4% 
Special Senses 
& Speech 
100.0%  100.0% 0.0%   66.7%    83.3% 50.0% 
Respiratory 
System 
  50.0%    100.0%  50.0% 100.0% 50.0% 100.0% 
Cardiovascular 
System 
50.0%  33.3% 33.3% 50.0%  71.4% 100.0% 0.0% 50.0% 57.9% 42.9% 
Digestive 
System 
50.0%  100.0%  100.0%  100.0%  100.0% 0.0% 85.7% 50.0% 
Genitourinary 
Disorders 
100.0%        100.0%  100.0%  
Hematological 
Disorders 
  100.0%        100.0%  
Skin Disorders         50.0%  50.0%  
Endocrine 
Disorders 
100.0%   0.0%   100.0%    100.0% 0.0% 
Neurological 50.0%  0.0%  0.0%  25.0% 100.0% 33.3%  29.4% 100.0% 
Mental 
Disorders 
33.3% 60.0% 31.3% 62.5% 25.0% 30.0% 50.0% 28.6% 54.5% 55.6% 43.7% 45.5% 
Cancer 100.0%  66.7% 50.0% 50.0%  80.0% 0.0% 100.0%  81.3% 42.9% 
Immune System 
Disorders 
100.0%  50.0%  0.0%  50.0%  66.7% 100.0% 53.8% 50.0% 
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 Denial reasons were examined by gender additionally. More females were found 
to be denied for their medical conditions not being severe enough as determined by the 
DDS examiner than their male counterparts. Woman were denied 69.7% of all denials for 
medical not being severe enough, whereas men were only denied 54.9% of all denials for 
medical not being severe enough. 
 
Table 3.19 –Denial reasons and rate for the past five fiscal years broken down by gender. 
YEAR FY14 FY15 FY16 FY17 FY18 TOTAL 
GENDER Male Female Male Female Male Female Male Female Male Female 
Male 
(N=82) 
Female 
(N=33) 
Insufficient 
Medical 
Evidence 
20.0% 100.0% 20.0% 28.6% 50.0%  22.7% 36.4% 16.7%  23.2% 21.2% 
Substance 
Abuse 
      4.5%    1.2% 0.0% 
Medical not 
severe enough 
40.0%  60.0% 57.1% 50.0% 100.0% 45.5% 54.5% 75.0% 100.0% 54.9% 69.7% 
Eligibility for 
Benefits has 
Passed 
      9.1% 9.1%   2.4% 3.0% 
Missed CE 40.0%  20.0% 14.3%   18.2% 0.0% 8.3%  18.3% 6.1% 
 
 
 
 
 
 
 
 
 
 
Consultative Examination Request 
 
 
 Consultative examination requests were investigated and the outcomes of the 
applications that received the requests were examined. 
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Table 3.20 – Allowance and average time until determination was reached for cases that received a 
consultative exam request. 
FISCAL 
YEAR 
ALLOWANCE 
(%) 
AVG TIME (Days) 
14 14.29 120.57 
15 25.00 123.67 
16   
17 0.00 175.00 
18 20.00 167 
TOTAL 16.67 146.56 
 
 
 
 For the past five fiscal years, the allowance rate has been between 0-25% for 
those whom received a request for a consultative exam by DDS.  Additionally, the 
average time before determination was received was significant longer than if no 
consultative exam was requested. The average amount of time for the past five fiscal 
years was 146.56 days before a determination was received, compared to 109.1 days for 
all other applications. 
 
 
Table 3.21 – Allowance rate based on age for cases that received a consultative exam request. 
AGE 
BRACKET 
APPROVAL TOTAL 
ALLOWANCE 
(%) 
20-29 0 1 0 
30-39 0 5 0 
40-49 0 10 0 
50-59 3 6 50 
60-69 1 2 50 
70-79 0 0  
TOTAL 4 24 16.67 
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Table 3.22 – Allowance rate based on gender for cases that received a consultative exam request. 
GENDER APPROVAL TOTAL 
ALLOWANCE 
(%) 
M 3 20 15 
F 1 4 25 
TOTAL 4 24 16.67 
 
 
 
 Tables 3.20 and 2.21 show the allowance rates for applications that received 
consultative exams as examined by age bracket and gender. Those older than age 50 were 
significantly more successful in receiving a favorable outcome than 20-49 years of age. 
Additionally, women were more often approved than men after having received a 
consultative exam request from DDS. Table 3.22 below also shows the allowance rate by 
primary diagnosis for cases that had a consultative examination. 
Table 3.23 – Allowance rate based on primary diagnosis for cases that received a consultative exam 
request. 
DIAGNOSIS APPROVAL TOTAL 
ALLOWANCE 
(%) 
Digestive Disorders 0 1 0.00 
Mental Disorders 2 14 14.29 
Neurological 1 4 25.00 
Cardiovascular System 0 2 0.00 
Respiratory System 0 1 0.00 
Musculoskeletal System 1 1 100.00 
Special Senses & Speech 0 1 0.00 
TOTAL 4 24 16.67 
 
 
 
Table 3.24 –Denial reasons cases that received a consultative exam request and were rewarded unfavorable 
outcomes. 
DENIAL REASON % 
Insufficient medical evidence 5 
Medical not severe enough 20.00 
Missed CE 70.00 
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Denial reasons for those who received consultative exam requests were also 
investigated. Applicants were overwhelming denied for missing the consultative exam 
(about 70% of cases which received an unfavorable determination). 
 
 
Medical Advocacy Letter Included 
 
Medical advocacy letters were investigated and the outcomes of the applications 
that included letters were examined. All medical advocacy letters included with 
applications were signed by a credentialed medical provider and met the criteria for being 
medical evidence required to be considered in a case determination. 
 
Table 3.25 – Allowance rate and time until a determination was reached for cases that included a medical 
advocacy letter in the application. 
FISCAL 
YEAR 
APPROVAL DENIAL TOTAL 
ALLOWANCE 
(%) 
AVG TIME 
(Days) 
14 1 1 2 50 127.5 
15 2 1 3 66.67 83.67 
16 0 1 1 0   
17 5 7 12 41.67 112.33 
18 4 0 4 100 98.25 
19 0 2 2 0 64.5 
TOTAL 12 12 24 50 97.25 
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Allowance rates and average time until a determination was made for applications 
with medical advocacy letters included are shown in figure 3.24. Overall, 50% of 
applications that included a medical advocacy letter were approved with an average time 
until determination of 97.25 days, which is 12 days shorter than without a letter included 
upon submission. This was found to be statistically significant (z=-2.32, df=23, α=0.05). 
 
 
Table 3.26 – Allowance rate based on age of applicants for cases that included a medical advocacy letter in 
the application. 
AGE BRACKET 
ALLOWANCE 
(%) 
20-29 0 
30-39 75 
40-49 44.44 
50-59 66.67 
60-69 0 
70-79   
TOTAL 50 
 
 
 
Table 3.27 – Allowance rate based on gender of applicants for cases that included a medical advocacy 
letter in the application. 
GENDER  
ALLOWANCE 
(%) 
M 57.14 
F 40 
 
Age and gender of applicants were examined for cases that included a medical 
advocacy letter. Medical advocacy letters were more successful for obtaining a favorable 
decision for individuals in the 30-39 age bracket. Men (57.14%) were more approved 
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more often than woman (40%) when a medical advocacy letter was included, as 
demonstrated in table 3.26. 
 
Table 3.28 – Allowance rate based on primary diagnosis of applicants for cases that included a medical 
advocacy letter in the application. 
DIAGNOSIS APPROVAL TOTAL 
ALLOWANCE 
(%) 
Digestive Disorders 0 1 0 
Mental Disorders 12 22 54.55 
Cancer 0 1 0 
 
 
A majority of medical advocacy letters were included for individuals that had a 
primary diagnosis of mental illness. This allowance rate when looking only at cases with 
mental disorders was 54.55% of applications submitted, as shown in table 3.27. This 
54.55% allowance rate is significantly more than the 35.88% allowance rate for all cases 
submitted for mental health diagnosis, further highlighting the importance of advocacy in 
helping to obtain benefits. There was not enough data to make significant conclusions 
about the effect of advocacy letters with applications for non-mental illness primary 
diagnoses. 
 
Table 3.29 –Denial reasons cases that included a medical advocacy letter with the application and were 
rewarded unfavorable outcomes. 
DENIAL REASON # % 
Insufficient medical evidence 3 33.33 
Alcoholism 1 11.11 
Missed CE 1 11.11 
Eligibility Window 2 22.22 
Medical not severe enough 2 22.22 
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Denial reasons for cases that included a medical advocacy letter were 
investigated. Of the cases that included a letter, a third was denied for insufficient 
medical evidence to prove through medical documentation that the individual was 
disabled. 
 
 
 
 
 
 
Housing Status  
 
 Housing status at the time of application for fiscal year 2018 was examined for 
those applicants that received assistance with the application process. Housing status was 
obtained from the medical record, as a status is recorded at each visit with a medical 
provider. Housing statuses are reported by the applicant to the medical provider, who 
then documents the status in the electronic medical chart. Allowance rates were then 
determined for applicants in each housing status option. 
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Table 3.30 – Housing status at the time of application and allowance rate for those assisted with benefits in 
fiscal year 2018. 
HOUSING STATUS APPROVED DENIED TOTAL ALLOWANCE 
Street 7 4 11 63.64% 
Shelter 19 14 33 57.58% 
Transitional Housing or 
Residential Treatment Program 
5 2 7 71.43% 
Supportive Housing 0 0 0  
Housing with no Supportive 
Services 
1 0 1 100.00% 
Assisted Living Facility, 
Nursing Home, Rest Home 
0 0 0  
Doubling Up 0 1 1 0.00% 
Unknown 0 2 2 0.00% 
Other 0 0 0  
Motel 0 0 0  
No Data 4 3 7 57.14% 
 
 
 
 
 
 Applicants who were applying while living in a transitional housing or residential 
treatment program were the most likely to be approved, with an allowance rate of 
71.43%. A majority (53%) of the applicants assisted with applying for benefits were 
residing in a shelter at the time of application. 
 
 
 
Post Application  
 
 We additionally looked to see if there were any post-approval housing status 
changes, in an effort to see potential bettering of quality of life after receipt of benefits 
for applicants who received favorable outcomes. Housing statuses were consolidated into 
two major categories: literal homelessness (shelter, streets, or transitional housing or 
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residential treatment program) or at risk of homelessness (having an unstable 
accommodation). 
 About 20% of applicants who received favorable outcomes were able to obtain 
more stable housing options after determination within 2 and half months of receiving the 
determination for applicants who were assisted with application for benefits in fiscal year 
2017 and 2018. About 19% of applicants had no visit after their determination was 
received. About 42-50% of applicants with favorable outcomes had no change in housing 
status following their determination. The changes in housing status that were seen post 
application determination are detailed in table 3.31. 
 
Table 3.31 – Housing status change after favorable outcome of benefits application was received for 
applicants in fiscal years 2017 and 2018. Time of change following approval for benefits is also presented. 
POST APPROVAL STATUS FY17  FY 18  
Literal to Risk 10 20.00% 7 19.44% 
Risk to Literal 0 0.00% 0 0.00% 
No Visit After Approval 9 18.00% 7 19.44% 
Deceased w/in year 3 6.00% 0 0.00% 
No Change 21 42.00% 18 50.00% 
No Data 7 14.00% 4 11.11% 
Total Approved 50  36  
     
Average Time of Change 
(Days) 
79.2 
 
60.57 
 
 
 
 In order to discern if the change in housing status signified a quality of life change 
for those approved for benefits, the housing status post determination for applicants who 
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were denied SSI or SSDI was also examined in the year following the determination for 
fiscal year 2018. This data is presented in table 3.32 below. 
 
 
Table 3.32 – Housing status change after favorable or unfavorable outcome of benefits application was 
received for applicants in fiscal year 2018. Time of change following approval for benefits is also 
presented. 
FY 18 Housing Data Approval  Denial  
Literal to Risk 7 19.44% 4 15.38% 
Risk to Literal 0 0.00% 1 3.85% 
No Visit After Determination 7 19.44% 5 19.23% 
Deceased 0 0.00% 0 0.00% 
No Change 18 50.00% 13 50.00% 
No Data 4 11.11% 3 11.54% 
Total Approved 36  26  
     
Average Time of +Change 60.57  26.25  
Average Time of -Change   14  
 
  
For those who did receive an unfavorable outcome, about 4% had an adverse 
change in housing status (from at risk of homelessness to literal homelessness). Only 
15% of applicants with unfavorable outcomes had a positive housing status change (from 
literal homelessness to at risk of homelessness), compared to 20% of applicants with 
favorable outcomes. The change in housing status for those who were denied benefits 
was about 26.25 days, compared to those who were approved benefits at 60.57 days.  
 From patients that were not lost to follow up after receiving a determination for 
the past six fiscal years, the alive or deceased status was examined. The status of alive or 
dead was pulled from the electronic medical record. There were 312 patients that we 
were able to determine from the electronic medical record if they were dead or alive. 
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Twelve of those patients were found to be deceased after their determination. This 
suggests a 3.85% mortality rate, compared to a 0.84% mortality rate for the general 
population. 
 There is some question about the accuracy of this data, as it is possible that 
although some patients may have died, the internal electronic medical record may not 
have been updated. Furthermore, the cause of death was not documented and it would be 
interesting to be able to determine if the deaths of the patients were related to the 
patient’s disability (for example, if the individual was approved for cancer or cirrhosis) or 
potentially related to substance use disorder in patients with mental health issues and co-
occurring substance use disorders. 
 
 
Odds Ratios 
 
 
 Odds ratios were calculated for demographic and clinical factors associated with 
SSI and SSDI award for applicants assisted with benefits for the past six fiscal years. The 
95% confidence intervals and corresponding p-values were calculated to examine 
significance of the ratios. Each clinical or demographic variable was consolidated into a 
dichotomous outcome as follows: Male or female for gender, Non-Hispanic or Hispanic 
for ethnicity, White or black for race, Over 40 years old or under 40 years old for age, 
Non-mental health or mental health for diagnosis, At risk or literal homelessness for 
housing status. Housing status was only obtained for fiscal years 2017 and 2018. 
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Table 3.33 – Odds ratios and associated 95% confidence intervals for each variable of interest in relation to 
outcome determination. P-values are also presented. Odds ratios and p-values were calculated from an 
empirical distribution;  aMale vs. Female, bNon-Hispanic vs. Hispanic, cWhite vs. Black, dOver 40 vs. 
Under 40, eNon Mental Health vs. Mental Health, fAt Risk vs. Literal; *Housing data only included for 
fiscal years 2017 and 2018 
 
VARIABLE 
ODDS 
RATIO 
95% 
CONFIDENCE 
P-
VALUE 
SIGNIFICANT? 
Gendera 0.82 0.49-1.36 0.52   
Ethnicityb 1.16 0.48-2.81 0.82   
Racec 1.12 0.68-1.87 0.7   
Aged 0.34 0.19-0.61 0.0002 X 
Diagnosise 0.42 0.26-0.66 0.0003 X 
Housingf,* 2.96 0.89-9.94 0.048 X 
 
 
 The clinic and demographic characteristics that correlated with significant p-
values were age of applicant, primary diagnosis of application, and housing status at the 
time of application. Older applicants, applications with non-mental health primary 
diagnosis, and literal homeless status were found to have statistically significant higher 
odds of receiving a favorable determination than younger applicants, mental health 
applications, and applicants who are at risk of homelessness. The male gender was also 
found to have slightly higher odds of being approved for benefits than the female gender, 
although the odds ratio for gender was not found to be statistically significantly different 
than the null hypothesis. 
 For fiscal years 2017 and 2018, the odds values were also examined using a 
statistical distribution from a linearized model. The odds ratios calculated are detailed in 
table 3.34 below. 
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Table 3.34 – Odds ratios and associated 95% confidence intervals for each variable of interest in relation to 
outcome determination for fiscal years 2017 and 2018. Odds ratios were calculated from a statistical 
distribution; a Female vs. Male, b Hispanic vs. Non-Hispanic, c Black vs. White, d Under 40 vs. Over 40, e 
Mental Health vs. Non-Mental Health, f At Risk vs. Literal 
VARIABLE ODDS RATIO 95% CONFIDENCE 
Gendera 1.25 0.44-3.58 
Ethnicityb 1.19 0.42-3.38 
Racec 1.95 0.68-5.55 
Aged 3.08 1.08-8.79 
Diagnosise 2.26 0.79-6.44 
Housingf 3.00 1.05-8.55 
 
 
 
 
 For fiscal years 2017 and 2018, it was found that male, non-Hispanic, white, over 
40 years of age, and non-mental health primary diagnosis were all associated with higher 
odds of being approved for SSI or SSDI. The confidence intervals for associated odds 
ratio are presented in table 3.34. 
 
Case Study 
 
 In order to elucidate the significance of the differences in allowance rates in 
obtaining SSI and SSDI between woman and men, a case study was performed. Two 
applicants were matched in demographic and clinical attributes to investigate disparities 
in outcomes. 
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 Patient A was a 28-year-old female. She is non-Hispanic, English speaking, 
white, and had a literal homeless status at time of application as she was sleeping on the 
streets. Her diagnoses listed on the application included Attention Deficit/Hyperactivity 
Disorder, Recurrent Major Depressive Disorder, Post-traumatic Stress Disorder, and 
Generalized Anxiety Disorder. Patient A has been a patient of Boston Health Care for the 
Homeless Program since late 2016, but has been engaged with psychiatric services at 
Boston Medical Center since 2013. A medical advocacy letter was prepared for her and 
included in her initial application. The letter consolidated several of her medical records 
providing proof of limitations in daily function due to her mental impairments. The letter 
was co-signed by a medical doctor. 
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Figure 3.6 – Medical Advocacy Letter included in Patient A’s initial application for benefits. The advocacy 
letter details the patient’s life and previous medical care, relating to the patient’s disability and limited 
functioning due to impairments by the disability. 
 
 
 Figure 3.6 above shows the medical summary letter that was included in Patient 
A’s application. The medical summary letter begins by listing the demographic and 
clinical features of the applicant, including the diagnoses that the patient is applying with 
for disability benefits. The letter also includes the personal information about the 
applicant’s early life and educational history. Furthermore, the letter highlights certain 
medical records that reflect the person’s disability and how it limits functioning and 
prevents the applicant from engaging in employment. 
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Figure 3.7 – Determination letter for Patient A’s initial application for benefits. The determination letter 
details the denial reason and the documentations used to make a decision on a case. 
 
 
 Patient A’s application for disability benefits was ultimately denied. An excerpt of 
the denial letter is shown in figure 3.7. It took 94 days from the date of submission for a 
determination to be made. The denial reason was because DDS had determined that the 
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condition was not severe enough to keep Patient A from working. The letter also says that 
the disability examiner feels that the individual is able to perform simple jobs without 
complex instructions and ones that do not involve working closely with others. 
 Patient B is male and 33 years old. He also is non-Hispanic, white, and English-
speaking. He additionally had a literal homeless status and stayed on the streets at the 
time of application. The diagnoses that Patient B applied for disability benefits for were 
Major Depressive Disorder, Generalized Anxiety Disorder, and Chronic Post-Traumatic 
Stress disorder. He has been a patient of BHCHP since 2011 and is engaged with 
psychiatric services at BHCHP. 
 Figure 3.8 below shows an excerpt of the medical advocacy letter that was 
included in the application for benefits for Patient B. The letter is structured similarly to 
Patient A’s medical advocacy letter, telling the life story of Patient B, including personal 
and education history and also documents the health care history of the patient, 
highlighting pertinent details to support the limitations in function due to the patient’s 
disability. 
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Figure 3.8 – Medical Advocacy Letter included in Patient B’s initial application for benefits. The advocacy 
letter details the patient’s life and previous medical care, relating to the patient’s disability and limited 
functioning due to impairments by the disability. 
 
 
 Patient B was awarded SSI for his disabilities.  He received his decision in 119 
days from when the application was submitted. Figure 3.9 below shows an excerpt from 
Patient’s B determination letter. The letter in Figure 3.9 is a copy sent to the designated 
representative of the letter that was sent to the applicant. 
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Figure 3.9 – Medical Advocacy Letter included in Patient B’s initial application for benefits. The advocacy 
letter details the patient’s life and previous medical care, relating to the patient’s disability and limited 
functioning due to impairments by the disability. 
 
 
Both applicants shared similar demographics and had similar diagnoses. They are 
also shared similar applications in structure and content. Despite this, the male applicant 
was awarded benefits, while the female applicant was denied benefits and it was 
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determined the same condition was not severe enough. Additionally, the DDS examiner 
was able to find potential employment options that the examiner felt the female applicant 
was able to perform, while this was not possible for the male applicant. 
This brings up the question of gender inequities as demonstrated by this study. 
One must consider the implications that Patient A was denied benefits, while Patient B 
was allotted benefits, due to misconceptions and prior bias about gender differences in 
work history and employment. Alternatively, it is possible that patient A was denied 
benefits due to a historic underreporting of symptoms by women to their medical 
providers and different diagnosis thresholds by sex. It is imperative that the source of the 
bias be identified to ensure equal access to important benefits for all individuals. 
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DISCUSSION 
 
The objective of this research was to explore disparities in applications for SSI 
and SSDI application outcomes in hopes of improving the current methods of application, 
while highlighting the need for advocacy in obtaining successful outcomes for 
individuals experiencing homelessness. Access to disability benefits has a significant 
effect on improving the quality of life within the homeless population.  
Applications submitted were approved at an SSI allowance rate over the past 6 
fiscal years almost double than the nation-wide initial approval rate for the homeless 
population. The SSDI allowance rate was consistent compared to the nation-wide 
approval rate. This is thought to be due to lack of work history among the homeless 
population to meet the qualifications for SSDI. 
The increase in allowance rate demonstrates that advocacy facilitated application 
for SSI for those who meet the criteria. Advocacy and effective communication between 
organizations assisting with application, SSA, and DDS leads to successful outcomes as 
shown by this study and others before. Most notably, Lowder’s study found that access to 
disability benefits among homeless persons with mental illness can be improved 
significantly by colocation and collaboration of staff from an income support agency with 
clinical staff from a specialized mental health program.34  
 Demographic characteristics of the applicants assisted with benefits were also 
examined and the allowance rates were analyzed. The age of applicant declined by 11.6 
years since fiscal year 2013. However, the allowance rate median age only declined by 
8.8 years since fiscal year 2013. Previous studies have determined that applicants who 
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were older or living in an institutional setting generally had better disability application 
outcomes, although the effect size for age was small.1 However, it has also been shown 
previously that older homeless adults are more likely than their younger counterparts to 
report access to income and a disabling or chronic condition.35 This could potentially be 
adding to the stigma or lack of medical evidence when investigating a disability case with 
respect to age disparities. 
 Younger age as a barrier to accessing benefits may be most significant with 
mental health diagnoses, as many other illnesses, injuries, or conditions may not present 
until older age and mental health diagnoses often present much sooner. Furthermore, 
mental health diagnoses are often harder to diagnose, less understood, and are not 
thoroughly defined. Mental health diagnoses already present a barrier for accessing 
benefits for individuals experiencing homelessness, as there is less access to mental 
health providers and high rates of co-occurring substance use disorders and stigma. As 
almost half of the applications in this study were submitted with the diagnosis of mental 
health conditions, this presents a critical barrier for the patients’ accessing benefits. 
Moreover, as mental health applications only yield a 35% allowance rate, individuals 
experiencing homelessness with a serious mental illness are at a disadvantage for 
accessing disability benefits. In contrast, cancer, cardiovascular system disorders, and 
digestive system conditions were other popular diagnoses with higher allowance rates 
compared to mental health primary diagnoses. As cancer, cardiovascular disease, and 
cirrhosis are all physical illnesses that present with well-defined impairments, applicants 
with these ailments are at a significant advantage in accessing benefits.   
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 Younger male applicants and older male applicants were found to have higher 
allowance rates than their female counterparts.  Additionally, white males were found to 
be approved more often than white females. Men were also approved more often for 
primary diagnoses of the digestive system and cancer. The study findings align with what 
has previously been determined by the Lowder group, as they found that older age and 
living in an institution were associated with greater odds of application approval.1 Female 
gender and receipt of public assistance were associated with longer processing time and 
lower odds of approval according to Lowder.1 The results of this study also showed a 
tendency for women to be denied benefits due to their disabilities being less severe 
compared to men, who were more often denied for insufficient medical evidence and 
missing DDS consultative examinations. 
 In general, consultative examinations were associated with extremely lower odds 
of approval with only a 16.67% allowance rate overall. This was consistent with other 
studies that have found consultative exam orders being the most powerful predictor of 
poorer disability outcomes.1 Similarly, the average time for a determination to be 
received was 37.5 days longer for cases where a consultative examination was required. 
Consistent with overall age demographics, older applicants that received a consultative 
exam were more likely to be approved, despite the fact that a majority of those who 
received requests were under 50 years old. Cases with exams were also approved more 
often for physical health primary diagnoses, although the majority of cases that received 
exam requests were for mental health issues. The low approval rate for mental health 
cases that received consultative exam mandates could arise from several considerations. 
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Applicants with serious mental illness may be wary of mental health providers they have 
never met before and therefore may withhold severity of symptoms or could be over-
confident in their abilities as there is no trust built between the medical examiner and 
applicant. Additionally, it is possible that lower approval rates may also reflect 
underreporting of behavioral health symptoms by physicians conducting consultative 
exams, as these physicians are unfamiliar with the applicants’ medical histories and could 
be unaware of what base-line behavior is like for the applicant.27 
 The presence of medical advocacy letter was another characteristic of the 
application that was explored in this study. The allowance rate overall was about half of 
applications with a medical advocacy letter submitted, suggesting that perhaps medical 
advocacy letters may not be as beneficial as previously thought. However, upon further 
inspection, a majority (92%) of medical advocacy letters were for mental health primary 
diagnoses with a 54.55% allowance rate, compared to only 35.88% without an advocacy 
letter. This suggests that using advocacy in application for benefits, especially for 
applicants with mental illnesses, is hugely advantageous. However, there was not enough 
power in the data to conclude any significant effect for advocacy letters with non-mental 
health diagnoses. Including a letter also significantly decreased the time for a 
determination to be received, as the average time with a letter was 97.25 days, compared 
to 124.09 days for all applications. Letters were also unquestionably helpful in a younger 
age demographic, especially in the 30-39 age bracket. Our results show how it is 
imperative to consolidate medical records into a medical advocacy letter for adults 
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experiencing homelessness that have serious mental illness and are under the age of 40 to 
ensure effective and efficient allocation of benefits for those who truly are in need. 
 Housing status at the time of application was also investigated in this study. It was 
found that applicants with a literal homeless status, as opposed to at risk of homelessness, 
were more likely to receive successful outcomes in their application for benefits. This 
may be because applicants who are literally homeless, such as living on the streets, in the 
shelter, or in a transitional housing or residential treatment program, have greater access 
to case managers and advocates that can assist in the complicated and long application 
process for benefits. Case managers and social workers often have access to medical 
records within institutions and are able to more easily engage with other organizations to 
ensure the application process is efficient and that all evidence is included in the 
application. This method of collaboration between organization and assisting individuals 
with benefits has been shown to be very effective in helping those who are experiencing 
or at risk of homelessness with mental illness or co-occurring substance use disorders. 
One such example of these organizations is the Substance Abuse and Mental Health 
Services Administration’s (SAMSHA’s) SSI/SSDI Outreach, Access, and Recover 
(SOAR) program, where the Technical Assistance (TA) Center helps states and 
communities increase access social security disability benefits for people with disabilities 
who are experiencing or at risk of homelessness.36 The SOAR method advocates for 
collaborations with SSA and DDS and organizations assisting applicants to be essential in 
accessing benefits.36 
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 The overall outcome of the applications submitted did result in a higher allowance 
rate than without advocacy. However, the determination time was longer than compared 
to the general population. This is thought to be due to the fact that adults experiencing 
homelessness often have complex cases that are confounded by several co-occurring 
illnesses, injuries, or conditions that exacerbate one another. This is further complicated 
by the fact that people experiencing homelessness are often hard to contact if follow-up is 
needed, as addresses are not consistent and phone numbers are always changing. This 
could easily delay processing of an application and ultimately lead to a denial of benefits 
if SSA or DDS is unable to contact the applicant altogether. Although the most common 
reason for denial was that the medical condition was found to be not severe enough to be 
disabling for the applicant, a significant portion of denials was due to insufficient medical 
records. The reason for this could be two-fold, as it is possible that the applicant could 
not be reached to sign a release of information for a new medical record source or the 
applicant forgot or withheld a treating facility, or it could possibly be due to the source 
itself failing to comply. There are no requirements for a medical provider to return 
documentation within a certain time period after receiving the request, so it is possible if 
a provider delays returning requested documents and medical records, a determination is 
made before the documents are received. This could be hugely detrimental to an applicant 
who may be disabled and in need of benefits. Advocates who are connected and have 
formed liaisons with medical record departments at treating sources may be able to obtain 
medical records more readily and faster than a DDS submitted request. These records 
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could be included at the initial time of application, helping also to speed up the 
application timeline and receive a determination faster. 
There were several denial reasons that were common among the applications 
submitted. This included inability of SSA to contact the applicant or medical record 
providers leading to insufficient medical evidence, missed DDS mandated consultative 
exams by the applicant, and inadequate documentation to demonstrate severity of the 
disability and the resulting limitations of functioning and ability to work for the applicant. 
Other barriers included substance use disorders, secondary to the primary diagnosis, and 
lack of accurate record keeping of when, where, and why an individual was treated at a 
facility. People with substance use disorders must have sufficient medical evidence of 
their disability impairment meeting the criteria independent of their current alcohol or 
drug use to qualify for benefits. 
 In order to gain insight into whether the receipt of SSI or SSDI improves the 
quality of life of those experiencing homelessness and who receive favorable outcomes, 
the housing status of those approved after being assisted with an application was 
examined and compared to their housing status at the time of application to see if there 
were any changes. For the two fiscal years where housing data was accessible, about 20% 
of applicants with favorable determinations were able to obtain more stable housing 
options within 2 and a half months of their approval date. However, about 19% of 
applicants also had no visit after their determination was received. This is important to 
note because once approved for benefits, an individual is subjected to review every 3 to 5 
years. DDS will terminate an individual’s benefits if they feel that the individual no 
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longer meets the disability criteria or there is not medical evidence to sufficiently prove 
that the individual is still disabled. About 42-50% of applicants with favorable outcomes 
had no change in housing status following their determination. There were no applicants 
who received benefits who then experienced a negative housing status change, where the 
applicant then was living in a less stable accommodation.  
Housing status of those who received an unfavorable outcome was also examined 
for comparison to ensure that movement of those who received favorable outcomes was 
not the baseline. About 4% those denied had an adverse change in housing status, 
whereas 15% of applicants with unfavorable outcomes had a positive housing status 
change, compared to 20% of applicants with favorable outcomes. Of note, the change in 
housing status for those who were denied benefits was significantly shorter than those 
who were approved benefits (26.25 days to 60.57 days). The positive housing status 
change experienced by those who were denied benefits could possibly be due to existing 
housing applications separate from the applicant’s SSI or SSDI application. 
 
 
On Funding for Advocacy for Disability Benefits Application 
 
The receipt of SSI and SSDI has clear benefits for those who are applying, 
providing needed cash for food and other necessities for those who are unable to work 
and make an income. However, the funding for SSI and SSDI can also bring needed 
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money into the state and have beneficial effects on the local economy, further stressing 
the need to support organizations that provide advocacy for those who apply.  
For individuals who apply for Emergency Aid to the Elderly, Disabled and 
Children (EAEDC) to obtain EAEDC short-term cash benefits in times of special 
circumstance or hardship and also submit a medical record that documents that an 
individual’s injury, illness, or condition will last 12 months or greater, the individual 
must apply for SSI or SSDI long-term cash benefits for disability. The EAEDC funds are 
state allocated, whereas the SSI and SSDI funds are federally allotted. If an applicant who 
is receiving EAEDC short-term is awarded SSI or SSDI, the federal government will pay 
back to the state the funds given to the applicant through EAEDC. 
In Massachusetts, during the 2015 fiscal year, the state received almost $9.5 
million back from SSI and SSDI federal funds for what Massachusetts had paid in 
EAEDC benefits for those who were required then to apply for SSI or SSDI based on 
their medical report stating a disability that would last longer than 12 months. During 
October to December 2015, there were 880 cases for people experiencing homelessness 
that were considered by DDS. During this time, only 22% of the cases were awarded SSI, 
compared to 36% of housed cases. A 63.6% increase in allowance would allow for more 
than 123 individuals to have been awarded SSI, bringing in $431,200 additional dollars to 
the state of Massachusetts in one fiscal quarter. If this was continued for a whole fiscal 
year, $1.73 million dollars could have been brought into the state’s local economy from 
federal refunds of EAEDC allotments. 
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Additionally, the cost of supporting organizations that provide access and 
assistance to obtaining benefits are minimal when compared to the increase in state 
revenue. The Rosenheck group investigated the cost of improving access to benefits from 
the perspective of the government funding agencies.34 They calculated the additional 
annual costs of programs that assisted applicants for disability benefits and divided the 
amount by the increased number of awarded cases per organization per year.34 They 
found that per year, the annual costs for funding employees at an advocacy organization 
was between $139,000 and $153,00 per site for 2 staff members.34 Their sensitivity 
analysis that used maximum and minimum budget productivity scenarios generated an 
estimate of administrative cost per additional award to a high of $3200 per award.34 As 
each individual case previously on EAEDC benefits that is awarded SSI brings in about 
$3,500 in refund payments, it is clear that the cost of funding advocacy organizations 
ultimately pays for itself by bringing more federal funds in the state economy. 
Furthermore, all individuals who are approved for SSI or SSDI are enrolled in the 
state Medicaid program once disability benefits are approved. Individuals who are 
approved for SSDI are also awarded Medicare after 24 months of receiving disability 
benefits. The majority of state Medicaid programs are funded by state allotments, 
whereas, Medicare is federally funded. When individuals are approved for Medicare, a 
portion of their health care costs are then funded from federal budgets, resulting in less of 
a burden of health care costs on the state funded Medicaid programs. As the individuals 
of consideration are disabled, their health care expenses are often costlier than the 
average individual. The shift from Medicaid to Medicare could potentially offer a way to 
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relieve some of the burden that chronically ill or disabled individuals put on state 
allocated healthcare funds.  
 
 
 
Disability Benefits and the Incarceration Cycle 
 
 Increasing access to SSI and SSDI disability benefits for those who qualify and 
are incarcerated offers a potential solution to reduce high rates of recidivism in the 
homeless population, especially those with serious mental illness. Disability benefits 
offer cash for those who cannot gain employment or are not yet ready to work after their 
reentry and need immediate access to housing, food, clothing, and other necessities. 
 Over the six fiscal years examined in this study, the percentage of individuals 
assisted with reinstatement or reapplication for benefits after incarceration went from 
4.74% in fiscal year 2013 and 2014 to 13.21% in fiscal year 2018. This almost 150% 
increase in individuals seeking advocacy after being released from incarceration 
highlights a need for addressing a bigger systemic problem. 
 It is well known that there is a need for advocacy for adults experiencing both 
homelessness and mental illness in obtaining disability benefits for which they qualify. It 
has been reported by correction managers that people with mental illnesses are more 
likely to be involved in incidents that result in incarceration and may also have difficulty 
navigating the justice system altogether.29 It is also known that this population of 
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individuals with serious mental illness is more likely to be incarcerated for only 
misdemeanor charges such as misdemeanor drug, misdemeanor larceny, and 
misdemeanor assault, whereas there is a higher proportion of those without serious 
mental illness that are incarcerated by the Department of Corrections with more serious 
offenses, including felony drug possession, robbery, and felony weapon offenses.29  This 
suggests that individuals with serious mental illness are being incarcerated for lesser 
crimes and have difficulty navigating the system with little access to advocacy, resulting 
in longer incarceration periods and more serious charges. There is evidence to suggest 
that some of this bias towards individuals with serious mental illness could be offloaded 
by conducting individualized assessments to determine appropriate combination of 
supervision and treatment for an individual’s mental illness that will be most effective in 
reducing recidivism and improving overall public health outcomes.29 Currently, there are 
no laws or statutes to provide a clear definition of what constitutes adequate mental 
health care while an individual is incarcerated, which complicates things further.29 
Implementation of a standardized tool for assessing mental health on intake into the 
justice system is a practical way to work towards reducing this issue, 18 and also provides 
a tool for assessing early on if an individual may qualify for disability benefits upon 
release.  
 It is imperative to consider improving outreach and coordination with mental 
health providers while individuals are incarcerated. Considering the opioid epidemic in 
Massachusetts, substance use treatment providers in the community facilitate, coordinate, 
and integrate care to ensure effective support for serious mental illness and co-occurring 
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disorders. This can also ease complications when they are released to prevent relapse into 
the criminal justice system. Allowance of SSI and SSDI benefits could help with this 
process, by offering immediate health insurance access upon release and also improved 
coordination with housing resources for those experiencing homelessness. Developing 
technology or an electronic system to facilitate information sharing and data collection to 
allow for the study of trends in areas of need in the criminal justice system and to those 
experiencing homelessness with serious mental illness would be very useful.29 Similarly, 
collaboration between criminal justice and behavioral health practitioners could help to 
alleviate stigma and misconceptions about populations struggling with substance use 
issues.29 Furthermore, this could help to identify those individuals who may be involved 
in the criminal justice system with no previous diagnosis of mental illness, but who do 
exhibit symptoms. It is estimated that approximately 10,000,000 men are booked into 
jails in the United States annually and roughly 63% of those suffer from mental illness 
that is not currently identified, diagnosed, and being treated.37 Early identification and 
access to treatment of mental illness can facilitate critical interventions and help to 
alleviate some of the added complications upon reentry after incarceration. 
 For those who are unfortunate to enter in the criminal justice system with serious 
mental illness, many jails do not offer treatment for substance use disorders.18 The 
implications of this are that many with substance use disorders cannot engage with care 
and those who have been receiving treatment prior to their incarceration may be 
disconnected from their treating sources.18 This creates a problem for those who may 
resort to criminal activity once they are released to offset the symptoms of withdrawal or 
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cravings once they have reentered into the community. It is undeniable that there is a 
stark need for those involved with homelessness, mental illness treatment, and the 
criminal justice system to contribute to a concerted effort to stop the cycling through the 
criminal justice system, by providing the opportunity to reintegrate into the community 
and seek recovery.18 
 The increase in individuals with disabilities as seen through this study 
demonstrates the need for intervention and effort to increase access to proven mediations 
that prevent recidivism. Jails and prisons are required to report to SSA newly incarcerated 
individuals who have been receiving benefits so that appropriate measures can be taken 
to assess whether benefits need to be revoked while the individual is incarcerated. 
Individuals who can be reinstated after release frequently wait months before their 
benefits are reinstituted.18 There is no policy in Massachusetts to ensure that benefits are 
reinstated promptly after release, leaving the individual without access to cash for food 
and shelter and at an increased risk of experiencing symptoms of mental illness, 
substance abuse, homelessness, and recidivism. 
 Others have clearly demonstrated that providing mental health treatment and 
teaching mechanisms for safe and orderly behaviors while incarcerated improves their 
ability to reintegrate into society upon release and be more successful within the 
community.18 Providing advocacy and increasing access to social security disability 
benefits could help enhance this process for people who are homeless with mental illness 
and offload the transition of those incarcerated with mental illness into the homeless 
population where they are stuck with little opportunity to access services for quality of 
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life improvements. Access to income and other benefits can help to provide a method for 
obtaining health insurance and access to health treatment for individuals with disabilities 
bettering public health outcomes and mitigating the most significant and persistent 
barriers to successful community reintegration and recovery for people with serious 
mental illnesses and co-occurring substance use disorders.18 This could present a 
potential solution for addressing the 150% increase in those who are disabled but unable 
to access benefits after being released from incarceration that has been seen over the past 
six fiscal years in the population examined in this study. 
 
 
 
Discussion of Significance of Results 
 
 Although the benefits of advocacy in increasing access to social security disability 
insurance for those experiencing homelessness is evident from the data collected in this 
study and others before, the accuracy and precision of this data must be considered. 
Major sources of error and uncertainty were considered when analyzing the resultant 
data. 
 The most significant sources of inaccuracy and imprecision lie in the erroneous 
nature of self-reporting. The source of misreporting is two-fold: one possible source of 
inaccurate reporting is from the patient themselves, especially in the case where a SSA-
1696 form was expired and representative follow up by the advocate could not be 
achieved to check for accuracy against SSA and DDS records of case outcome, and also 
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from the medical provider reporting in the electronic medical record, especially in the 
case of demographic features. Similarly, self-reporting allows for bias to influence 
responses, and other studies have found that within the homeless population, in regards to 
frequency of medical treatments especially, maybe less accurate than the general 
population.38 Another source of error was those who were assisted with application for 
benefits and were either lost to follow up or had no returning visit to the BHCHP facility 
after receiving a determination on their benefits. 
 Other limitations of this study were that it was a cross-sectional chart review 
study, implying that there is no way to assess whether relationships were causal and only 
associations could be explored. Additionally, due to the retroactive nature of the study 
and restriction of access to SSA and DDS demographic information, there was no way to 
standardize the control population to match the demographic characteristic of the 
population of interest. Despite the aforementioned limitations of the study, it is evident 
that advocacy in accessing disability benefits for those who qualify help to address 
institutional barriers for individuals experiencing homelessness and systemic problems 
within the community that do not address adequately health care needs of a vulnerable 
population. 
 The significance of this work and the potential for impacting systemic barriers 
and public health concerns is demonstrated by the work done by the community-based 
agency in Atlanta, Georgia called First Step, that partnered with the Grady Health 
System.39 First Step tracked hospital usage for 75 individuals approved for social security 
benefits.39 It was found that there was a 24% reduction in medical emergency room visits 
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and 52% reduction in psychiatric emergency visits.39  This provides a concrete example 
of how access to benefits for those who are disabled could have a significant impact on 
producing better health outcomes and helping to address systemic issues, such as 
emergency department overcrowding as discussed previously.  
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CONCLUSION 
 
 The goal of this study was to elucidate inequities in accessing social security 
disability benefits for adults experiencing homelessness and to demonstrate the necessity 
for advocacy in completing the application for benefits for those who are already at an 
extreme disadvantage and are in desperate need of assistance. 
 It was shown that advocacy and assistance with the application process for SSI 
and SSDI produced an allowance rate for people experiencing or at risk of homelessness 
that was almost twice the allowance rate for the homeless population in the state of 
Massachusetts and was significantly higher than the general population of Massachusetts. 
The increase in allowance rate is thought to be justified due to the indication that those 
experiencing or at risk of homelessness have higher rates of negative health outcomes 
and more health care-associated cost burdens. Despite the increase in allowance rates, the 
application determination times were significantly longer for the population of interest in 
this study as compared to the general population. This is thought to be due to the 
complicated nature of contacting and following up with people experiencing 
homelessness, due to lack of consistent address and phone number, and also the higher 
rates of co-occurring illness, injuries, and conditions that exacerbate one another. 
 Other conclusions of this study include that the median age applicant population 
is getting younger, nevertheless the median age of those approved is not changing at the 
same rate. Younger homeless females from ages 20 to 40 were approved less often than 
homeless males of the same age group. Likewise, females that were over the age of 50 
were less likely to get approved than males in the same age bracket. Homeless males with 
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primary diagnoses of cirrhosis and cancer were more likely to be approved than female 
applicants and females experiencing or at risk of homelessness were denied more often 
for their medical conditions being not severe enough to warrant disability supplements 
compared to males who were denied for the same reason. Additionally, applicants that 
were assisted with benefits and had a literal homeless status, such as staying on the street 
or in the shelter, had better allowance rates than those who were at risk of homelessness. 
This is thought to be due to better access to case managers and advocates throughout the 
application process. 
 Demographic and clinical characteristics of applications assisted with over the 
past six fiscal years were subjected to an odds ratio test and p-values were calculated to 
test for significance. Age of applicant and diagnosis were found to have statistically 
significant p-values, denoting serious effects of these application characteristics on 
application outcomes. Under the age of 40 and mental health diagnosis, as opposed to 
over the age of 40 and non-mental health diagnosis, were associated with statistically 
significant lower odds of approval for disability benefits. The female gender was also 
found to be associated with lower odds of approval, despite this value not being 
statistically significant. However, when date was examined for the past two fiscal years 
of 2017 and 2018, it was found that the male gender, non-Hispanic ethnicity, white race, 
and literal homeless status were all associated with greater odds of being approved. 
  Additionally, applicants that were mandated to attend a DDS requested 
consultative examination were denied significantly more than those who did not receive a 
request for an additional examination. Other application characteristics examined in the 
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study included the presence or absence of a medical advocacy letter. For primary 
diagnoses of mental health illnesses, a medical advocacy letter included in the application 
increased the allowance rate by 52%, suggesting that a medical advocacy can provide 
better outcomes for those that are disabled by mental illness and may be at a significant 
disadvantage in completing the application process due to cognitive impairment or 
associated learning disabilities. 
 Post application characteristics of individuals who were assisted with benefits 
were also investigated to elucidate any betterment in quality of life of the applicant that 
was approved benefits. Housing status change was examined and it was seen that that 
20% of applicants who were approved benefits in the past two fiscal years were able to 
obtain a more stable housing situation, compared to only 15% of individuals who were 
denied benefits and were able to access more stable housing. 
 Access to reinstatement and reapplication after benefits were terminated due to 
incarceration of people experiencing homelessness with disabilities was also examined. 
There was a 150% increase in individuals seeking assistance after discontinuation of 
benefits over the past six fiscal years, highlighting an area of public health concern in 
need of addressing and intervention and also potentially demonstrating a future direction 
of this study.  
The major considerations of results of this study call for reflection on the 
following questions: How can we address the gender, racial, and other demographic 
inequities found in this study? Is work history difference significant in considering biases 
of the ability to work for people of different demographics? Are women at a significant 
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disadvantage for application of benefits due to underreporting of symptoms to medical 
providers or is it because of different diagnoses thresholds by race and sex? Lastly, how 
does access to benefits really affect overall quality of life and does it really have an effect 
on housing status or mortality? 
 Other future work and developments of this study could include obtaining a 
community sample to compare and explore other organizations in Massachusetts that are 
providing advocacy in application for disability benefits. The only data in this study 
resulted from those who had access to advocacy and were engaged in care and health 
services at Boston Health Care for the Homeless Program. Using a community-based 
sample could elucidate other differences that were not explored in this study between 
those who are already engaged in some care and those who are newly associated to care 
or even those who have no access to advocacy whatsoever. Other work could be to build 
a consortium and collaboration of organizations and services provided to those 
experiencing or at risk of homelessness to obtain more accuracy behind reported 
demographic information, as in housing status, and also medical care receipt. 
 Additionally, for those applicants who are experiencing or at risk of homelessness 
and suffer from serious mental illness, medical providers could be targeted to explore 
further the benefits of including a medical advocacy letter in application. Letter writing 
workshops could be held for providers to help educate on the potential benefits and 
betterment of health outcomes for those who are approved for benefits and demonstrate 
what needs to be included in a medical advocacy letter to ensure efficient and effective 
favorable outcomes. Templates could be created to establish and indicate what 
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information is necessary to be included in a letter to demonstrate a disability and how it 
creates limitations on daily functions, preventing the individual from engaging in 
employment, for helping to achieve a favorable outcome. 
 Other future developments could be increasing collaboration and establishing 
liaisons for SSA, DDS, and advocacy organizations to allow for greater communication 
and more efficient follow up on cases. This could also be extrapolated to the prison and 
jail systems to allow for smooth reinstatement and reapplication of benefits after periods 
of incarceration to offset the rates of recidivism for individuals experiencing 
homelessness and with serious mental illness.  
 Another area of future work could focus on addressing consultative examinations 
and barriers presented by having individuals experiencing homelessness attend them. 
Perhaps an exploration of present requests for more medical evidence to the doctor who 
has already established care with the applicant may allow for more accurate reporting of 
symptoms, especially in cases of mental health illnesses. Or similarly, have DDS 
consultative exam doctors meet applicants at shelters or where the individual is staying to 
prevent travel being a barrier to accessing disability benefits for someone who qualifies. 
 Individuals experiencing or at risk of homelessness face many systemic and 
institutionalized barriers to accessing disability benefits that they qualify and deserve. 
Advocacy can be hugely beneficial in increasing access to disability insurance. Receipt of 
benefits can provide income for those who are unable to work and need money for life 
necessities, such as food, clothing, and shelter. Accessing benefits can have profound 
effects on many social determinants of health and can help an individual achieve better 
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health outcomes. Medical intervention is often limited to only reactive and permissive 
care. Social Security Disability Insurance and Supplemental Security Income offer means 
of reconciliation preemptively and help negate burden on the health care system by 
contributing to preventative care and community interventions.   
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